FOR many years those concerned with the task of assessing community health have relied mainly on the Registrar General's mortality records and while they are undoubtedly of value and interest they do not represent the amount of sickness in our population.
It is ironical that in our Welfare State, with its mass of protective and supportive social agencies, there does not seem to be any notable reduction in sickness-the increase in the expectation of life and the influence of medicated survival no doubt play their part. However, sickness absence figures in Northern Ireland, as in Great Britain, as a whole, do little to reflect our affluent society.
If sickness claims on our National Insurance Fund can be regarded as a fair index of community health, then we have indeed substantially more sickness in Northern Ireland than in other parts of the United Kingdom. It has been suggested that the monetary differential is in the region of £1,500,000 per annum pro rata excess cost to the National Insurance Fund. During 1960 about 9.6 million working days or 1.6 million man-weeks were lost in Northern Ireland because of sickness. This represents an average of just over three weeks per insured person. On past experience this would be about 50 per cent. higher than in Great Britain. Detailed comparison with Great Britain is difficult, but it is clear that the concentration of claims in Northern Ireland occurs in spells of two to thirteen weeks' duration, whereas in Great Britain the weight lies in one-to four-week spells. This situation has stimulated several studies into what we can broadly call morbidity in the insured population of Northern Ireland.
Each year the Ministry of Pensions and National Insurance issues a large Digest of Statistics analysing certificates of incapacity, showing under fifty main diagnostic headings the causes and durations of incapacity for work for virtually the entire working population of Great Britain, including both employed and self-employed persons-some 20,000,000 people. This information is based on doctors' certificates issued for sickness benefit purposes. Separate and similar analyses are carried out in Northern Ireland by the Ministry of Labour and National Insurance for a much smaller population at risk, approximately 500,000 males and females between the ages of 15 and 65 years.
Making use of these data, one is able to compare experience in Northern Ireland with Scotland and England and Wales. Scotland has perhaps greater physical and economic similarities to Northern Ireland than England and Wales, and therefore their statistics are commonly used for purposes of comparison.
In a general study on morbidity in the insured population of Northern Ireland, Kidd and Park (1958) showed that the pattern of sickness is different from that of Great Britain. In comparison with Scotland, for example, it was shown that, although new claims to sickness benefit are made less frequently in Northern Ireland, the duration of sickness spells is, on average, longer in Northern Ireland and there is relatively much more long-term sickness than in Scotland. In other reports Kidd and Park (1959 and 1960) have indicated that bronchitis, arthritis, and rheumatism make a substantial contribution to this long-term sickness problem.
In this report the variation in morbidity within Northern Ireland is discussed. For convenience, the areas chosen are the local office areas of the Ministry of Labour and National Insurance, the two smallest areas-Ballyclare and Ballynahinch-being merged with contiguous areas. It is emphasised that the numbers do not represent the numbers sick in the towns named but, especially at offices in the country towns, include large numbers from the surrounding countryside and from other towns in the area covered by the local office. Apart from Belfast (416,000) and Londonderry (54,000), the local office areas are based on small towns with populations ranging from 5,000 to 25,000 persons. The analysis is based on the spells of sickness, reckonable for sickness benefit, completed in the year ended 31st May, 1961, for a random 20 per cent. sample of insured persons.
Some difficulty arises in estimating the number of persons exposed to risk, that is, insured persons in a particular local office area. The local office distribution is based on the insurance cards exchanged at each local office of the Ministry and it is open to an insured person or to an employer to exchange cards at whatever local office is most convenient to him. (For example, all the Ulster Transport Authority cards are exchanged in Belfast, although the employees live and work at various places throughout the Province.) The bias due to this factor has been eliminated as far as possible by allocating the insurance cards to the local office corresponding to the address on the national insurance card.
In Table 1 the number of completed spells per 1,000 insured persons (hereafter called the sickness rate) is given for each area for men, married women and other women (i.e., single, widowed, and divorced) separately. For ease of reference the sickness rates are ranked from 1 to 25, the highest rate ranking as 1.
For Northern Ireland, as a whole, the sickness rate for men in 1960-61 was 316, for married women 659, and for other women 375; this sort of pattern, with the rate for married women being appreciably higher than for the other two groups, was common to the majority of local office areas.
The areas with the highest rates among men were Omagh, Cookstown, Dungannon, Antrim, Newry, and Armagh; for married women-Strabane, Ballymena, Dungannon, Newry, Antrim, and Downpatrick; and for single womenDungannon, Ballymena, Omagh, Armagh, Antrim, and Newry. Thus Dungannon, Antrim, and Newry were ranked in the first six for all three sex and marital status groups. Belfast ranked twenty for both men and married women and ten for other women.
When a sample of this nature is subdivided by sex, local office area, and diagnosis, the figures in many places are small and subject to random fluctuations so that little reliability can be placed on them. In the circumstances sickness rates Table 3 . The areas with the highcst rates for influCIeza were Cookstown, Oim1agh, Armagh, Lurgan, and Magherafelt; three of these areas were also highly raniked for influenza among men. Tonsillitis was most prevalent in Antrin1, Dungann11on, Omagh, Ballymena, and Larne. Influenza, of course, can vary appreciably from place to place andl from year to year, so that one year's experience can tell little more than whether there were any epidemics and where they occurred. In 1960-61 Cookstown appeared to be the worst hit area in this respect.
The other diagnosis quoted in the tables are not subject to such fluctuations and one year's experience is more likely to reflect the usual distribution of the diagnosis throughout the Province than in the case of influenza; even then, however, only general remarks can be made from the data.
It is interesting to note, for instance, that of the diagnoses studied, only for bronchitis was the Belfast rate higher than the average for Northern Ireland, and was ranked five compared with about twenty for other diagnosis. The incidence of arthritis and rheumatism seems to be greater in the country areas than in the area around Belfast.
The relatively high sickness rates for women in the Ballymena and Dungannon areas would appear to warrant further research.
COMMENT. This study gives a broad indication of regional variations in the incidence of sickness in the insured population of Northern Ireland, with particular reference to some of the common diagnoses.
It must be remembered, of course, that before any conclusions could be drawn about the regional variation of morbidity, regard would have to be paid to two of the other factors involved-age and occupation. Both of these items are available for persons who claim sickness benefit, but difficulty arises about those exposed to risk as neither age nor occupation is inserted on the national insurance card. The insured person's age can be obtained by cross reference to other insurance records; this is a difficult operation and the allocation of the insured person to the area of abode rather than of place of work further complicates the issue. Occupation is not available in any records for all insured persons-industry is, but this is not the same thing-and employers would have to be approached for this type of information.
Even if these two items were available, the difficulty would then be that the 20 per cent. sample would be inadequate to deal with a subdivision by age, sex, diagnosis, area, and occupation, and a larger sample, probably all cases, would be required foi a reliable investigation.
Alternatively the local office areas could be grouped to cut the regional breakdown to three or four groups or the analysis could be confined to specific diagnoses and/or occupations on a 100 per cent. basis.
It is hoped that this preliminary survey of regional variations of sickness within the Province will encourage further research in this field. Such 
